Aims We share our approach to management of a complex pelvic cyst. Methods and results Antenatal diagnosis of absent right kidney and pelvic cyst, thought to be ovarian in nature. Postnatal imaging (US, MRU) suggestive of right-left crossed fused renal ectopia, normal ovaries and hemi hydrometrocolpos. At age 9, she was clinically and biochemically pre-pubertal, but reported episodes of vaginal bleeding. A multidisciplinary team (paediatric urology, endocrinology and gynaecology) decided to proceed with EUA and cystovaginoscopy. Cystoscopy revealed a normal urethra and only one ureteric orifice (left) in an otherwise normal bladder. EUA revealed a cystic structure bulging into the right wall of the vagina. Needle puncture aspirated clear fluid, with a pH of 8 on dipstick. Due to the possibility of this representing an ectopic ureter, a Seldinger technique was used, introducing a guidewire via the needle, over which a 7 Fr cystoscope was passed. Examination of the cystic cavity confirmed presence of a cervix at the cranial extremity, suggesting that this was an obstructed hemi-vagina. There was no evidence of an ectopic ureter. The puncture site into the hemivagina was widened to define the septum between the two vaginas, and this was divided using a Harmonic scalpel. At 2-month follow-up, the patient was asymptomatic. Post-operative US revealed significant decrease in the size of the previously visualised cystic structure. Conclusions Cyst endoscopy helped to confirm the obstructed hemivagina (and rule out an ectopic ureter). We present our cautious approach to draining a pelvic cyst in the context of identifying a single ureter, despite radiological suggestion of two ureters.
Cystic masses in the pelvis are common among children. Most of them are noticed using prenatal ultrasound. Cysts are either symptomatic or incidental finding. We report an unusual presentation and share our approach to management of the complex pelvic cyst which turned out to be Herlyn-Werner-Wunderlich syndrome, presented with several episodes of vaginal bleeding before puberty. The syndrome was first reported by Purslow in 1922 [1] .
Mostly affected women present the triad of uterus didelphys, obstructed hemivagina and ipsilateral renal agenesis after menarche with a progressive pelvic pain.
A 9-year-old girl with no significant past medical history has been followed up in Paediatric Urology Clinic since being referred from the local hospital at the age of 11 months because of the pelvic cyst behind the bladder, thought to be ovarian in nature. All the time, the patient was asymptomatic ( Fig. 1 ).
USS and MRI scan suggested right-left crossed fused renal ectopia with no pelvi-calyceal system dilatation and two ureters provided unobstructed drainage into the bladder. The pelvic cyst measuring approx. 5 (cc) × 3 (axial) × 2 cm was noticed and most likely suggested uterus didelphys with fluid distending into the right system, causing an obstructed right hemi-hydrometrocolpos. Otherwise both ovaries were normal.
At the age of 9, parents reported several episodes of vaginal bleeding. Considering this may indicate the onset of menstruation, a cystovaginoscopy was planned after discussion at multidisciplinary team meeting. More interestingly, her biochemistry indicated that she was prepubertal.
The patient was electively admitted for examination under anaesthesia-which will eventually confirm the diagnosis and drain obstructed right hemi-hydrometrocolpos if possible. A precocious detection and management allow to prevent long-term complications, including pyocolpos, pelvic lesions as well as infertility [2] .
Cystoscopy revealed a normal urethra and only one left ureteric orifice in an otherwise normal bladder. Examination under anaesthesia revealed a bluish cystic structure bulging into the right wall of the vagina. The bulge was punctured and a clear fluid which looked like urine with a pH of 8 on dipstick was aspirated. Due to concern regarding the possibility of this representing an ectopic ureter as MRI had suggested, a Seldinger technique was used, introducing a guidewire via the needle, over which a 7 Fr cystoscope was passed. Cyst-endoscopy confirmed the presence of the second cervix at the cranial extremity, suggesting that this was an obstructed hemi-vagina. There was no evidence of an ectopic ureter. At the end of the procedure, the puncture site into the hemivagina was expanded enough to introduce a Harmonic scalpel and the septum between vaginas was divided.
After uneventful recovery post-operative USS revealed a significant decrease in the size of the previously visualized pelvic cyst and no other VUJ identified.
At 2-month follow-up the patient was asymptomatic, dry with a good renal function. The draining system was not dilated.
With a view of the patient well-being, the team gave up to look for a second ureteric opening with a plan to follow her up twice a year with US scan.
Using standard imaging techniques such as ultrasound, CT scan, MRI and nuclear medicine scan is difficult to make a diagnosis without a doubt. Further investigations for renal anomalies should be performed in patients with coexisting reproductive tract anomalies. Therefore, application of minimal invasive technique, i.e., cyst-endoscopy enabled to reliably and safely confirm the diagnosis of HWW syndrome and explain anatomical characteristics as well [3] , prior to proceeding with irreversible procedures.
The preferred management includes vaginoscopic resection of the obstructed hemi-vaginal septum and drainage of fluid [4] . The unusual findings during endoscopic examination underline the importance of minimal invasive techniques. Fig. 1 a USS with a marked cyst behind the bladder b MRI with a marked hyperintense pelvic cystic structure. c and d An urethral opening (1) and the bulge (2) inside the vagina
